With the advent of the AIDS epidemic the focus of family planning programmes has shifted from an emphasis on pregnancy prevention to include disease prevention. The move towards integration has meant a major re-orientation in the role of health providers. This article seeks to expand knowledge about the implementation of integrated services from the perspective of providers. It focuses more specifically on the provider's perceptions and experiences of integrated services. A range of methods is used to obtain information from providers, including an inventory of health facilities, in-depth interviews and focus group discussions. The results suggest that the majority of providers expressed favourable attitudes to integrated services. Integrated services are seen as a more client centred approach. However, there is a lack of clarity about the precise form that integration should take. As a result, providers seem more comfortable with the traditional focus on family planning and maternal and child health than sexually transmitted infections.
Introduction
At the International Conference on Population and Devel opment (ICPD) in Cairo held in 1994 delegates from more than 180 countries committed themselves to transforming and expanding existing family planning programmes to en compass a more comprehensive, client centred approach to reproductive health. The conference shifted the empha sis away from a narrow focus on demographic targets to wards meeting the reproductive goals of individual men and women. Over the past few decades, family planning programmes have made outstanding progress in expand ing contraceptive use and reducing fertility rates (Bongaarts and Johannson, 2002:24) . However, this is occurring in the context of a high prevalence of HIV/AIDS. At the end of December 2002, there were 42 million people living with HIV/AIDS (UNAIDS, 2002:3) . With the advent of the AIDS pandemic, there has been renewed interest in the preven tion and control of sexually transmitted infections (STIs). STIs, which are a major public health concern in many parts of the world, were hitherto largely neglected (Mayhew, 1998:1) . The link between HIV and STIs has highlighted the need for early detection and proper management of STIs. Controlling the epidemic of conventional STIs will reduce STI complications as well as the further spread of HIV/ AIDS (Grosskurth, Mosha and Todd, 1995:530) .
The growing interest in, and practice of contraception and the high incidence of STI/HIV infections is likely to have profound implications for individuals, for services, for pro grammes and for policies (Zaba, Boerma and Marchant, 1997:3) . In the absence of any other primary health care (PHC) service, there has been an emphasis on integrating HIV/STI services within mainstream maternal and child health and family planning programmes (Lush, Walt, Cleland and Mayhew, 2001:30) . This shift is based on the belief that combining family planning, maternal and child health serv ices; and STI/HIV services may be the most convenient and effective way of providing cost effective and better quality services to sexually active women. However, this will involve a major re-orientation in the role of service pro viders.
The aim of this research is to provide some insights into the integrated reproductive health approach from the per spective of providers. It builds on earlier research con ducted in KwaZulu-Natal to determine staff ability and pre paredness to prevent the spread of AIDS (Abdool Karim, Preston-Whyte and Abdool Karim, 1992:360) , but looks more specifically at the response of health providers to the twin risk of unwanted pregnancy and STI/HIV infection. It draws heavily on interviews conducted with providers in order to understand their perspectives of, and experiences with, providing integrated services. The focus is more specifi cally on the knowledge and skills of providers and their attitudes to integration. As the primary point of contact between clients and reproductive health programmes, pro viders are not only an important source of information, but are ultimately the agents for improving service delivery (Helzner and Roitstein, 1995: 81) . nomic status. The rural site is KwaDumisa-a sub-district of Umzinto-Vulamehlo District-situated approximately 80 kilo metres south west of Durban. Varga (1999:17) described KwaDumisa as "typical of impoverished rural hinterlands throughout South Africa". The urban site is the former African township of Ntuzuma. Ntuzuma is similar to other urban African townships in South Africa. Homes, roads and schools are in need of repair and electricity and water supplies are constantly interrupted (LeClerl-Madladla, 1997:365) . Unemployment in Ntuzuma is relatively high at about 20 percent (Development Bank of South Africa, 1998:159) . Both areas have been selected because of the high level of HTV infection among antenatal clinic attendees.
Research Design Research Approach
This research relied on a diverse range of qualitative meth ods to obtain information about what services were inte grated and how they were integrated and the implications of this on the delivery of services. Qualitative methods are appropriate for providing an understanding of the meaning and context of behaviours and the processes that take place within social relationships (Neuman, 1994: 30) . Moreover, it provides an opportunity for exploring in more detail com plex and sensitive issues that may not be possible in largescale surveys. A triangulation of methods were utilised to ensure greater validity of data and also provide a more detailed understanding of the process of integration from the perspective of providers. The use of a number of data sources allows for the exploration of the some of the main areas of interest from a variety of angles and benefits from the unique insights offered by each (Simmons and Elias, 1994:6) .
Methods of data collection
In order to gain access to health facilities, permission had to be obtained from the provincial department of health to conduct the research. Ethical approval to conduct the study was first obtained from the ethics committee at the Univer sity of Natal before the department of health consented to the research. Once permission was obtained, telephonic appointments were arranged to visit the health facilities. The fieldwork for the study took place from February to April 2001. There were four field workers that were em ployed to assist in the research. In the first part of the study, information on accessibility, physical infrastructure, supplies, equipment, and training and the staffing situa tion was collected at each facility. The aim of the inventory was to assess the operational capacity of health services currently providing family planning and maternal and child health services in order to determine the feasibility of pro viding integrated services. In each area, four government facilities were sampled. This study was limited to govern ment facilities because the vast majority of men and women rely on the government for meeting their health needs. The inventory was completed by observing the facilities that are available and through discussions with senior staff at the health facility. The inventory consisted of a checklist of items. The inventory was completed by observing all the facilities that were available and through interviews with senior staff at the health facility. In most facilities, it was possible to verify that the items existed by actually observ ing them.
In-depth interviews were held with senior staff at all gov ernment health facilities at each of the eight facilities. The aim of the in-depth interviews was to provide a detailed picture of the integration process at the district level. The in-depth interviews provided information on the progress made in implementing policies at the district level, with spe cific focus on changes in training, administrative and op erational systems. The in-depth interviews explored in de tail the experiences of staff with programme activities and provided insights into the impact of national policies from the perspective of senior staff. The in-depth interviews also provided information on the practical implications of imple menting integrated services especially with regard to STI prevention and management activities. In each selected health facility, one senior staff member was interviewed. The senior member of staff was purposively selected based on their position within the organisation. In most cases, this was the person in charge of family planning or mater nal and child health services. Informed consent was ob tained prior to the interview. An appointment was arranged in order to avoid disrupting the normal activities at the health facility. Senior staff was assured that all their re sponses would be kept strictly confidentiality. All the in terviews, apart from one who refused, were tape-recorded.
Focus group discussions were held with providers offer ing family planning or maternal and child health and STI services. The focus group discussions generated informa tion on provider's experiences and the benefits and barri ers to integration. With the advent of the HIV epidemic many family planning and maternal and child health pro viders have had to broaden their focus to include a wide range of reproductive health services. A total of four focus group discussions were held: two in the rural site and two in the urban site. Participants for the focus group discus sions were recruited through direct contact with providers at treatment/service facilities. Providers were then asked if they would be willing to participate in the study. Each fo cus group contained between six to eight people. Partici pants were informed of the tape-recorder and the impor tance of recording the correct language and issues of con cern to them. The moderator also assured participants of confidentiality and that anonymity will be maintained at all times. The interview guide for the focus group discussions was the same as the in-depth interviews. The results from the focus group discussions were used to complement the information obtained from the in-depth interviews.
Data Analysis
The interviews were tape-recorded and extensive field notes were compiled during fieldwork. The tapes were translated and transcribed. All the transcripts were read and reread and organised according to particular themes and assigned initial codes. Initial coding refers to "the process of break ing down, examining, comparing, conceptualising and cat egorising data" (Strauss and Corbin, 1990:61) . After initial coding, all the data were assembled under particular themes. In the final analysis, the codes were modified and recurrent themes that emerged across the transcripts were identified. The aim was two-fold: firstly, to identify common themes and secondly, to identify issues of controversy and de bate. The computer package, Ethnograph, was used to as sist with data analysis. The transcripts were used to illus trate particular findings and to provide some interpreta tions.
Trustworthiness
To establish trustworthiness of the study, Guba's model (Krefting, 1991) was used. This model uses four criteria for assessing the value o f the findings of qualitative research: credibility, applicability, consistency, and conformability. In applying these criteria to the study the following meas ures were adopted. The participants were given the oppor tunity to read the transcripts and verify the researcher's interpretations and conclusions. Also, a detailed outline of the methodology was provided in order to enable others to determine whether the findings of the study were applica ble to another context. In addition, the tape recording of the interviews provided another mechanism for the inde pendent analysis of the data. Finally, the use of a combina tion of methods was useful for confirming or validating results.
Results

Perceived benefits and barriers to integration
Despite international agreement on the need for integra tion, there is little consensus about what is meant by inte gration (Dehne, Snow and O 'Reilly, 2000:629; Lush, Cleland, Walt and Mayhew, 1999:771) . Lush, Cleland, Walt and Mayhew (1999:773) points out that at the service level, the definitions of integration have ranged from the supermar ket approach, in which clients see a single provider for all their reproductive needs, to the teamwork approach, in which the provider refers clients to separate providers. In general, there are essentially two sets of STI activities that can be integrated into family planning: those relating to STI prevention and those relating to STI management. In addition, the promotion and distribution of condoms (or other barrier methods) may be introduced into family plan ning as a new activity (Finger, 1994:4) .
The process of integration is progressing slowly in health facilities and is implemented in many different ways. Most health facilities are either partially or fully integrated. In some health facilities, clients see one provider for all their reproductive health needs. In other health facilities espe cially the larger clinics and hospitals, services are provided concurrently, rather than having separate services on sepa rate days. This means that clients have to queue separately for separate services. All health facilities claimed to offer a complete range of services on a daily basis but this is not always the case. For example, antenatal services are usu ally offered on specific days of the week.
In general, providers expressed favourable attitudes to in tegrated services. In the in-depth interviews it became clear that integrated services are seen as a more comprehensive approach to the client. Clients are offered a range of serv ices on a single visit. Integrating services is therefore seen as a more comprehensive approach to the reproductive needs of clients. Integrated services are seen as benefiting clients because it reduces their travelling times and clients are saved the inconvenience of coming to the clinic on many separate occasions, as is illustrated in the following comment.
"Clients are offered a fu ll range o f services at the clinics. They receive all the services that they need on one day. They d o n ' t have to come to the clinic on different days "
(Rural, In-depth Interview).
The provision of integrated services also reduces the wait ing time of clients. Clients no longer have to join separate queues for separate services. Some providers also felt that integrated services allow the client to develop a relation ship of trust with providers. Moreover, it helps to prevent duplication and ensure continuity in services.
A major concern has been the stigma traditionally associ ated with some services and its implications for attend ance. Some providers have suggested that the provision of integrated services may reduce the stigma attached to STI services. Moreover, integrated services has the potential of reaching under-serviced segments of the population, for example, men and women coming to the health facility for STI services, as is demonstrated in the following comment:
'7 don' t think we should separate services because STI clients may be stigmatised. I f services are separated peo ple will say i f they are going there, it means that they have a ST I" (Urban, In-depth Interview).
Many providers felt that in the beginning there was a lack of clarity about what services should be integrated and how they will be implemented. The lack of clear guidelines at the policy level created difficulties at the service provi sion level and the implementation of integrated reproduc tive health services. In the absence of clear guidelines, many providers have had to rely on their own instincts for deliv ering integrated services. As a result, the implementation of integrated services was unstructured and unplanned. Some of the health facilities have been able to overcome some of the earlier resistance, as providers became more comfortable with providing these integrated services.
One of the rationales for the integration of STI into family planning or maternal and child health services is that pro viders of these services require similar skills for addressing the needs of clients (Pachauri, 1994:325) . Providers were more likely to receive training in delivery of family planning or maternal and child health than STI services. In the focus groups it became clear that providers felt that they would benefit from additional training.
"Staff need to be trained to provide integrated services. Many o f the nurses are trained in specialist fields. They have to be trained to provide other services. At the mo ment many feel that they can' t provide services to certain clients ''(Urban, In-depth Interview).
Staff may experience 'role expansion', being asked to un dertake tasks for which they are not prepared. This may reduce workers' morale and motivation and can ultimately lead to a decline in the overall quality of the services. Some providers also complain that it is difficult to provide per sonalised, specialised services to clients because of the large client load. At some health facilities the situation is so serious that clients may be turned away without receiving services. One of the justifications for the integration of services is that the basic physical environment required to provide STI services are similar to that required for family planning or maternal and child health services (Pachauri, 1994:339) . However, the physical structure of the health facility may impose severe limitations on the delivery of services. Some of the health facilities have limited working space, which may result in a lack of privacy and confidentiality. The essential equipment required for providing good qual ity services was not always adequate in most of the health facilities, especially in the rural area. All of them had a blood pressure machine, needles, syringes, and the speculum. However, some health facilities were missing essential equip ment. For example, two out of the four health facilities vis ited in the rural area did not have any sterilising equipment. Furthermore, essential equipment was not functioning prop erly. Moreover, where the equipment was available, it was sometimes shared between various sections. The shortage of essential equipment is likely to have serious implica tions for delivery of services.
STI Prevention Activities
Health facilities are seen as an appropriate and acceptable setting for communicating messages about family planning and m aternal and child health and STIs/HIV/AIDS (Pachauri, 1994:331) . The aim of prevention activities is to inform, educate and counsel clients on STIs, health seek ing behaviour and behaviour to reduce the risk of transmis sion (Dehne, Snow and O'Reilly, 2000:630) .
Information, Education and Counselling (IEC): IEC is
provided to clients mainly through educational materials, group talks and individual counselling. IEC has a key role to play in changing sexual behaviour and preventing un wanted pregnancy and STIs (including H IV /A ID S) (Pachauri, 1994:331) . In many of the health facilities IEC materials are available and they cover a range of topics. However, some health facilities reported shortage of edu cational materials. Another problem is that these materials may not be in the local language and as a result their mes sages may not be effective.
Condom Promotion:
Condom promotion is an important component of integrated services (Finger, 1994: 4) . Inte grated services provide an ideal opportunity for promoting condoms as a method of dual protection against unwanted pregnancy and diseases. In most health facilities condoms are available in boxes in the waiting room. Condoms are widely recognised as a method of preventing pregnancy and STIs/ HIV. However, condoms are more likely to be associated with STIs/HIV. As a result, providers are more likely to promote condoms to clients suffering from STIs than family planning clients.
"Women who come fo r STI treatment are encouraged to use condoms with their partners. However, women report that they are not able to convince their partners to use condoms. They complain that sex with a condom is not pleasurable. Men say that they can' t eat a sweet wrapped in paper" (Rural, In-depth Interview).
Providers are more likely to recommend more effective, fe male methods for preventing pregnancy to family planning clients. As providers are aware that women may face ob stacles from their male partners they recommend methods that they can use without consulting their partners. Con dom use depends on the male partner's co-operation and some women may experience difficulty convincing their partner to use a condom.
STI Management Activities
Providing sexually active men and women with services that can enable them to more effectively manage their risk of STI infection, treat existing infection and reduce trans mission through sexual partners is an important compo nent of integrated health services (MacNeil, 1996:98) . There are number of activities that can be used by health services to detect and manage STIs more effectively.
Syndromic Management: One of the main tools of the inte gration model is the syndromic management approach rec ommended by the World Health Organisation. This ap proach does not try to diagnose specific STIs. Instead al gorithms or flow charts are used to identify and treat spe cific syndromes such as vaginal discharge, urethral dis charge in men, genital ulcers and pelvic pain. Syndromic management of STIs was the intervention that appeared to reduce the incidence of HTV infection in rural men and women by almost 40 percent in the community randomised study in the Mwanza Region of Tanzania (Grosskurth, Mosha and Todd, 1995:530) .
It became clear that most of the providers had heard about the syndromic management. However, some providers were not familiar with the principles underlying the syndromic management approach. In some of the health facilities the syndromic management approach is used but in most cases, STIs are rarely treated syndromically. Pelvic Examination: A pelvic examination is a critical pro cedure for STI diagnosis because it can be used to detect, through direct observation, signs that a woman may have but does not recognise (Askew, Magawa and Kangas, 1998:16) . A pelvic examination also increases the likelihood of finding cases of reproductive tract infections (Askew, Magawa and Kangas, 1998:16) . Many providers recognise the benefits of pelvic examination in allowing them to cor rectly diagnose and treat clients. However, in most cases, pelvic examinations of family planning clients do not rou tinely occur in many of the health facilities. They are usu ally only conducted on the basis of the client's complaints because providers assume that clients will not be willing to have a routine pelvic examination as part of their family planning consultation.
"Clients coming fo r fam ily planning would not be willing to have a routine gynaecological examination. It is diffi cult fo r them to consent to a Pap smear, even after we explain to them the purpose. I d o n 't think they will con sent to an examination " (Rural, In-depth Interview).
Laboratory Testing: Laboratory testing facilities are usu ally not available in smaller health facilities. Laboratory fa cilities tend to be expensive and therefore are usually con centrated in the larger health facilities. Clients who are sus pected of being infected with HIV are therefore usually referred to the larger health facilities for testing. Referral of blood samples to hospital laboratories for testing does not always function efficiently. Blood samples may not be col lected promptly and therefore results are not returned promptly. Sometimes the results of the blood test may get lost during the transportation process, necessitating re peat tests.
Risk Assessment:
In the absence of pelvic and speculum examinations or laboratory facilities, risk assessment is the cornerstone of syndromic diagnosis as developed by WHO (Dehne, Snow and O 'Reilly, 2000:631) . Risk assessment, namely the identification through questions of risk behav iours, has been recommended as a useful tool to identify family planning clients with a high risk of infection and to improve the predictive value of the syndromic management approach (Askew, Maggwa and Kangas, 1998:12) . The risk assessment procedure may be used to substantiate clients' complaints, screen clients not aware of symptoms or deter mine further counselling needs (Fox, Williamson, Cates and Dallabetta, 1995:135) . Opinions of providers were divided about the need for assessing the client's risk of STI. Some feel that risk assessment is difficult to implement because it requires asking clients several questions. Time constraints and heavy client loads make it difficult to screen all clients, as is illustrated in the following comment:
"There are about 300 or more clients that visit this health facility everyday. We are not able to provide clients with the services that we are supposed to provide them. The services we offer are largely determined by the size o f the queue. We are always looking at the queue to see when we are likely to finish " (Rural, In-depth Interview). Also, clients may resent being asked questions about their sexual behaviour. They may not see the relevance of the screening process. They would rather receive services for which they came to the health facility. Some providers feel that they are protecting the client's right to privacy by not screening them for STIs. However, some clients may be embarrassed to raise sexual health matters unless they are asked by the providers.
"The whole process is very disorganised. Sometimes blood gets lost. This has a very negative effect on clients. They lose trust in providers. Sometimes the providers need to take blood fo r the second time. This creates an enormous amount o f unhappiness among clients " (Urban, In-depth Interview).
Some providers may not be comfortable discussing sexual matters with their clients, largely because their training did not prepare them for counselling on sensitive issues. Older providers may feel embarrassed to discuss sexual health matters with younger clients, as do female providers faced with male clients, as is illustrated in the following comment:
Referrals may sometimes lead to delays in diagnosis and treatment. Clients also have to make two separate visits: one for the specimen to be taken and the other to obtain the results of the test. As a result, clients are not able to re ceive prompt treatment. In some cases, clients do not re turn for the test results.
Sometimes blood samples are taken from women without "Some may feel that the client is closer to their child' s age and may feel embarrassed to discuss sexual matters with the client" (Rural, In-depth Interview).
Partner Notification: Partner notification is the process by which the partner of a person known to have a STI is informed that he or she has been exposed to a STI and encouraged to seek medical assistance (Macke, Hennessy, McFarlane and Bliss, 1998:561) . Partner referral can be a highly effective strategy for ensuring that partners of pa tients infected with STIs receive prompt testing or treat ment to avoid complications and eliminate asymptomatic infections (M acke, Hennessy, M cFarlane and Bliss, 1998:561; Gorbach, Devgi, Celum, Stoner, Whittington, Galea, Coronado, Connor, Holmes, 2000:193) . Partner noti fication has not been very successful because many of the clients often failed to bring their partners for treatment. Often women do not inform their partners that they have a STI because they are afraid that it may create conflict with their sexual partners.. Some providers mentioned that cli ents are afraid that it will raise some questions about their fidelity, as is illustrated by the following comment: "some times the woman may be shy to tell her partner that she has sores in her private parts because the partner would ask her where she got it from because he does not have it. " Furthermore, some clients may have many sexual partners and, as a result, may not be able to identify the source of infection. This is illustrated in the following comment:
"You will fin d that a client has many sexual partners. Some men tell us that they d o n ' t know who they must bring to the clinic because they have so many sexual partners" (Urban, focus group discussion). Some men and women may not be able to get into contact with all their partners because some may have been casual or anonymous. Also, sometimes women are not able to bring their partner for treatment because of the limited open ing hours of the health facility.
Conclusion and Recommendations
Integrated reproductive health services have been proposed as a comprehensive approach to meeting the needs of cli ents. It became clear that integrated services are seen as a more client centred approach because it services the needs of clients more efficiently and effectively. Clients are of fered a full range of services on a single visit. Integrated services are seen as benefiting clients because it reduces their travelling times and clients are saved the inconven ience of coming to the clinic on many separate occasions. In principle, most providers favour the integration of serv ices. However, in terms of practical implementation, there is a lack of clarity about the precise form that integration should take. The process of integration at the district level is likely to progress more efficiently if providers were given clear guidelines for implementing integrated services.
Providers are accustomed to treating family planning and STIs separately and may be reluctant to deal with broader sexual health matters. Helzner and Roitsein (1995:81) argue that most family planning workers focus only on the risk of unwanted pregnancy with the result that they "often ab stracted sexual intercourse from sexuality, from the social and cultural context in which it occurs and from the wide range of sexual and reproductive health needs of clients". This is clearly illustrated by the study conducted in KwaZulu-Natal to determine provider's ability and prepar edness to prevent the spread of HIV among teenagers (A bdool Karim , Preston-W hyte and Abdool Karim, 1992:361) . They found that, despite their awareness of AIDS, service providers perceived their main role to be that of promoting contraception. Family planning staff rarely con sidered the possibility of prescribing condoms together with a more reliable contraceptive method because they perceive their role as primarily that of birth control. Con doms were perceived as an unreliable method of contra ception and their use was discouraged. The present study found that condoms are more likely to be associated with disease-rather than pregnancy-prevention. As a result, family planning clients are more likely to receive informa tion about more highly effective methods of preventing pregnancy that they may use without their partner's knowl edge. Providers have an important to play in promoting condoms as a method of dual protection against the risk of unwanted pregnancy and STIs/HIV.
Clients visiting health facilities are rarely offered a compre hensive range of services that will protect them against the risk of unwanted pregnancy and STIs/HIV. Clinics may lack the personnel and resources needed to undertake STI man agement activities. Prevention activities are more easily in corporated into their activities than STI management ac tivities, which is consistent with findings from other stud ies (Dehne Snow and O 'Reilly, 2000:630) . The client load, however, made it difficult for staff to provide screening for all their clients. As a result, providers usually offer STI services to clients that complain of symptoms or explicitly present with signs that suggested a STI. An expanded pack age of reproductive health services is likely to increase the responsibilities of service providers. Some of the providers have received specialist training and are not adequately prepared to provide a comprehensive range of services. Poor compliance with syndromic management protocol could also be due to the complicated nature of the algo rithms (Shelton, 1999:149) . The existence of sufficient num bers of adequately trained providers at all levels is essen tial for the successful implementation of integrated serv ices. Perhaps, as suggested by Harrison, Wilkinson, Lurie, Connolly and Abdool Karim (1998 Karim ( :2334 , training should occur in clinics, rather than centrally, to allow all clinic staff to participate.
One of the arguments in favour of integration is that qual ity, or effectiveness, of services would be improved through the delivery of integrated services. However, effective im plementation is hindered by a host of logistical problems. Many of the common complaints are very similar to those mentioned in many different settings, and included insuffi cient space; high case loads, lack of adequate staff prepa ration and training, shortage of equipment and infrastruc ture, as well as poor morale, low pay and high turnover (Magwaza and Cooper, 2002:38; Lush, Walt, Cleland and Mayhew, 2001:40) . Another problem is the inefficient refer ral system, which means that clients do not receive serv ices promptly.
Another rationale for integrating family planning and STI services was the trimming of costs involved in operating various services, which served broadly similar functions, separately. It was envisaged that the existing infrastructure could be used to offer a broad range of services. However, the lack of adequate infrastructure could seriously impede the efficient delivery of services. Many providers reported that they were not able to undertake certain activities be cause of infrastructural constraints. In some cases, the physical structure of the health facility was not able to accommodate the increase in clients, which limited the serv ice offered to clients. Providers reported not conducting verbal screening of clients because of the lack of privacy. In the short term, the feasibility of the integrated approach is dependent on the adequacy of the existing health infra structure. More effort has to be expended on improving the infrastructure at health facilities.
